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Medication Administration Training Program for Unlicensed Assistive Personnel
Application for Re-Approval of Training Program

Medication administration may be delegated only to those individuals who have successfully completed a training
program pursuant to ARSD 20:48:04,01:14. An application along with required documentation must be submitted to
the Board of Nursing for approval. Written notice of approval or denlal of the application will be issued upon recelpt

of all required documents. Send completed application and supporting documentation to the Spearfish BON addrass
or fax above.

Name of Institution: __Mbkﬂ_r’gav_&'ﬁ tage mgncr,. Avera.

Name of Primary Insiructor: __LES&_Harvey “RN

Address:_5 15 Dhig et -
Wokehda 5D 570713

Phone Number: |2 (005~ S1~J 08! Fax Number: __ |~ 05-867- 31 80

E-mall Address of F= tulty: dsz.\.xmmsk | & aveg 207G (will_forwerd 1o instrucior)

1. Request re-apj:“cval using the following approved curriculum(s): (Each program is expected to retaln program
recards using th Enrolled Student Log form,

O 2011 SD Community Mental Health Facliites (only approved for agencles certifled through the Department of Socsl Services)
[0 Gauwitz Texihook = Administering Medlications: Pharmacgloay for Health Careers, Gauwitz (2009)
[0 Mosby's Tex!; bok for Medication Assistants, Sorrentino & Remmert (2009)
O Nebraska He:dlth Care Assoclation (2010) (NHCA)
JE. We Care Onlite - QS COmae
O EduCare J

W Corrie - ghce 202

2. List faculty anc licensure information: For pew RN faculty: 1) attach resume/work Mistory with evidence of minimum 2 years
chinical RN experlence, and 2) attach a new Curriculum Application Form identifying areas of teaching.

RN LICENSE
RN FACULTY/INSTRUCTOR NAME(S) State Number Expiration Date Verification
_ R {(Completed by SDEO,
Li=z Horvay D [ROFIB 0911t ] 0B U@ﬁ S Eﬂ
3. Complete evaluiiion of the curriculum / program: (Explain No’ responsas on & sapearate sfieet of peper.)
Standard ) Yes No
1. Each person irolled in your program had a high school diploma or the equivalent. X
2. Your prograrm was no less than 16 classreom hours and 4 hours clinical/laboratory instruction for a total
of 20 hours. )(
3. Your programs faculty to student ratio did not exceed 1:8 In the clinical / lab setting X
4, Your program $ facuity to student ratio did not exceed 1:1 in skill performance evaluation /competency
validation. X
5. Each studen!’; performance was documented using the SD clinical skills checkilst form. X
6. You maintain -ecords using the Enrolled Student Log(s) form. X
RN Faculty Signature: MC’L MOUJ'UEJVW Date: 5 / [ L” / "{‘
This saction to be completed by the South Dakota Board of Nursing TR
Date Application eceived: 5’ “Si i S Date Notice Sent to Ingtitution: {7 ! 1
Date Application Approved: A 1Y Application Denied. Reason: j
Expiration Date ¢ Approval; " A Falls
Board Representitive: i {/@:ﬁq A J|




